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I Or, all other ICF’s/MR (nonstate) (class 2)

Levels of Care:
The level of functioning is calculated by screening all ICF/MR clients in Kansas using the
Developmental Disabilities Profile (DDP), which rates clients on each of three indexes: adaptive
functioning, maladaptive behavior, and health needs. Facility converted scores are obtained by
performing the following calculations: ‘

I Each index score is divided by the highest score obtained in Kansas in a given year
for the corresponding mdex. ,

2. The resulting scores for each index are added together and averaged.

3. The resulting number 1s multiphed by 100. (Thus, the maximum possible converted
score is 300).

Using the above methodology, five levels of facilities are identified based on the following converted

DDP scores:
LEVELS CONVERTED DDP SCORES
Level I 150 - and up
Level I 125-149.99
Level IO 100 - 124.99
Level IV 75 - 99.99
Level V 50- 7499

Direct service limits are based on facility size; divided into three groups: above 16 bedsi 9to 16 beds;
and 4 to 8 beds; and level of functioning using the chart above.

Facility
Size Level I Level I Level ITT Level IV Level V
A. +16 beds $120.00 $118.35 $100.00 $82.39 $59.85

9-16 beds $148.00 $129.59 $133.40 $123.00 $69.54
C. 4-8 beds $191.00 $158.00 $151.00 $99.91 $78.55

Administrative per diem limits are based on the size of the facility, using the same classes as referred
to above. '
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A. +16 beds $10.00
B. 9-16 beds $23.00
C. 4-8 beds $28.00

Ownership allowancé is established by a property fee system, which is a continuation of the system
used previously. The fee has been calculated by analyzing all facility costs, arranging them from high
to low, placing them into five groups and adding “value factors™:

VALUE FACTOR

The per diem reimbursement for facility ownership is based on the historic cost of each facility. The
value factor was to reward those with low ownership costs — mortgage interest, rent/lease expense,
amortization and depreciation. The value factor calculations for ICFs/MR may be found below and
are the same as used in the Nursing Facility program (see Medicaid State Plan transmittal #8743,
effective 10-1-87, approved 2-5-88).

Calculation methodology for the value factor:

1 - Property Allowance Calculation

The four line items of ownership cost~mortgage interest, rent/lease expense, amortization and
depreciation~were added together and divided by client days to arrive at the ownership cost per client
day for each provider.

2) Value Factor Calculation

For all providers the property allowances Wefe arrayed based on facility size and percentiles were

established. These percentiles became the basis for establishing the property value factor. Five
different percenfile groupings were developed from each array as follows.

Group Add-on
No. Percentile Ranking Percent

1 Zero through 25% Percentile 45%

2 26" through 50® Percentile 15%

3 51 through 75™ Percentile 7.5%

4 76™ through 85% Percentile 5%

5 86 through 100" Percentile -0-
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